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authority to direct the designation of trauma centers. Some hospitals have resisted creation of trauma systems out of concern over potential loss of paying patients or an increase in uninsured patients; for some hospitals, those apprehensions have proved quite real, resulting in serious financial consequences (GAO, 1991b). Widespread coordination of highly diverse prehospital services has also been difficult. In addition, tensions continue within the medical community. Surgical leadership of trauma centers contrasts with the primary role played by emergency physicians in other areas of EMS.
Nominal federal support for further development of trauma systems was reflected in the passage in 1990 of the Trauma Care Systems Planning and Development Act (P.L. 101-590). The act provides for an advisory council for the Secretary of DHHS, a clearinghouse, special attention to rural areas, and matching-fund grants for states to develop trauma system plans. Greater awareness of pediatric concerns is reflected in two requirements in the law: that the advisory council include "an individual experienced or specially trained in the care of injured children" and that the model trauma care plan to be developed by DHHS take AAP standards into account. For FY 1992, only $5 million of an authorized $60 million was appropriated (EMS-C National Resource Center, 1992). In 1992, additional funds were authorized for grants to trauma centers to offset costs of uncom-pensated care to victims of drug-related violence (P.L. 102-321).
Children and EMS
The 1980s saw a substantial increase in attention to EMS-C issues. In some ways, this period of rapidly expanding developments in EMS-C paralleled the experiences of the late 1960s and early 1970s for the original adult-focused development of EMS. Recognition of the need for EMS-C began to spread, professional organizations were created, new training programs were developed, guidelines specifically addressing pediatric requirements were introduced, and the federal government assumed a role in supporting development of systems of care.
Greater Attention to EMS-C Local efforts in various places across the country were attracting greater attention to the need for EMS-C and producing some visible changes. For example, the Los Angeles EDAP-PCCC program described above became firmly established; a network of PICUs in northern and central California coordinated services for the region; and pediatric trauma centers were established in several cities (Seidel and Henderson, 1991).
An increasing number of studies began appearing that provided badly needed information on the demographic characteristics of children who wereot used availableors, window guards to prevent windowd EMS and trauma system (Foltin and Fuchs, 1991). Still, in the vast majority of regions developing EMS systems, the special emergency care needs of children remained unrecognized through the 1970s.rying levels of EMT training. Recommendations from many sources for a national emergency telephone number Led, in 1973,son et al. (1989) defined disability as inability to perform age-appropriate physical activities as determined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
